Introduction
Sexual health is a state of physical, mental and social well-being in relation to sexuality. Female sexual dysfunction has been classified under the headings sexual desire (hypoactive sexual desire, sexual aversion), arousal, orgasm, and pain (dyspareunia and vaginismus).
Decreased sexual desire stems from conflict and disharmony between couples. Arousal disorder may result from lack of or diminished vaginal lubrication, clitoral and vaginal blood supply. Relationship problems between couples may be due to depression, drug use, chronic disease, estrogen deficiency and neurological diseases. Lack of orgasm after a normal state of arousal period is more often in young
ABSTRACT ÖZ
The etiology of female sexual dysfunction includes psychological, physiological and iatrogenic causes. Physiological and iatrogenic causes are abdominal surgery, menopause, smoking, spinal cord injuries and some antipsychotic, antihypertensive, and antidepressant drugs. When assessing sexual function, sexual function questionnaires, such as the Female Sexual Function Index, and the Sexual Function Questionnaire are used. The prevalence of female sexual dysfunction is 43% and it has been reported to increase depending on menopause and age. Estrogen, estrogen + testosterone and tibolone, PDE5, apomorphine, bupropion and flibanserin are used in the treatment of female sexual dysfunction. Overactive bladder is a disease affecting the quality of life and is characterized by urgency, frequency, nocturia and urge incontinence with especially filling phase of the bladder resulting from loss of detrusor muscle inhibition. women who have just started having sexual relationship. Dyspareunia is a condition of pain during sexual intercourse without vaginismus (involuntary contractions of muscles located in the outer part of the vagina). Sexual anxiety is defined in the sense of feeling bad before or during sexual intercourse and has been reported to occur with overactivation of the autonomic nervous system (1,2).
The etiology of female sexual dysfunction includes psychological, physiological and iatrogenic causes. Physiological and iatrogenic causes are abdominal surgery, menopause, smoking, spinal cord injuries and use of some antipsychotic, antihypertensive, and antidepressants drugs. Physiological and iatrogenic factors cause female sexual dysfunction with effect of vaginal and clitoral hemodynamics, lubrication, pelvic and genital muscle activity, the innervation of the pelvic organs and neurogenic system. Psychological causes include anxiety, depression, negative body perceptions, physical and/or emotional abuse (3, 4) .
Sexual function questionnaires are used for assessing sexual function. The most frequently used ones are the Female Sexual Function Index (FSFI) and Sexual Function Questionnaire (SFQ) and. The prevalence of female sexual dysfunction is estimated to be 43% and it has been reported to increase with menopause and age (1) . The prevalence of female sexual dysfunction in our country has been reported to be 48% (5). Estrogen, estrogen + testosterone and tibolone, PDE5 as the vasoactive agent, apomorphine, bupropion and flibanserin in PGE1 group are used in the treatment of female sexual dysfunction (1).
Overactive bladder is a disease affecting the quality of life and it is characterized by urgency, frequency, nocturia and urge incontinence with especially filling phase of the bladder resulting from loss of detrusor muscle inhibition. The diagnosis of overactive bladder syndrome with the elimination of infection and other bladder pathology in symptomatic patients and overactive detrusor is established with the urodynamic tests. Oral antimuscarinic drugs are used for the treatment. The prevalence of overactive bladder in women in the United States has been reported to be 16.9% and the incidence increases with age (6,7). All quality of life parameters are substantially deteriorates in patients with overactive bladder syndrome (8).
Lower urinary tract symptoms (LUTS) and overactive bladder syndrome are not known how to cause female sexual dysfunction. The same neurological pathways used for bladder control and sexual function and excessive acetylcholine release on bladder during intercourse are accused in some theories. Female sexual dysfunction and overactive bladder syndrome are commonly seen in the same decades of life (40-65 years). Overactive bladder symptoms causing female sexual dysfunction is considered to be due to the fact that squamous epithelium of the trigone and urethra becomes thin and blood flow decreases with reducing estrogen in older postmenopausal women and the function of the main pelvic floor muscles deteriorates with age (1,9). Overactive bladder syndrome affects work life of women, travel comfort, quality of sleep, exercise, social life and married life (10).
Discussion
Patel and colleagues did not detect a statistically significant association between overactive bladder syndrome and sexual dysfunction in their study of 150 women. Sexual arousal difficulties (24%), difficulty of orgasm (27%), decreased sexual pleasure (27%), sexual pain (43%) and frigidity (25%) were reported by the women in the study. Sexual partner status has been observed as the most important factor in sexual arousal, orgasm and sexual pleasure. Symptoms of overactive bladder in women include frequency (73%), stress (76%) and urge incontinence (65%). Women without sexual partners have more sexual arousal than those having partners. 40% of patients who had sexual partners did not have intercourse during the previous month. Menopause and partner status were the most important predictors for female sexual dysfunction (3).
Sexual function was measured with the FSFI in a study of 40 overactive bladder syndrome and 40 control subjects in our country. Only sexual desire was found to be lower in group with overactive bladder syndrome (11).
Gordon and his colleagues have found that 29% of women aged 60 years or younger reported urinary incontinence during sexual activity and that incontinence during sexual intercourse was more common in young women than in elderly women. In addition, they observed that total sexual function scores in subjects with detrusor instability were lower than in those with genuine stress urinary incontinence (12) .
In their study, Kim et al. (13) investigated the impact of overactive bladder syndrome on sexual activity and sexual quality of life in 3372 Korean women aged 20-40 years via a multicenter internet survey. They found that the prevalence of urinary incontinence and overactive bladder syndrome was 21% and 12.7%, respectively. Overactive bladder syndrome and urinary incontinence have been reported to be predictors of female sexual dysfunction.
Sexual activity was found to be significantly reduced in women with overactive bladder syndrome and those with urinary incontinence compared to that in asymptomatic subjects. Alteration of the urethrovesical angle and elevation of the bladder neck during sexual intercourse may cause coital incontinence in patients with overactive bladder syndrome. The activity that increase intra-abdominal pressure during sexual intercourse causes urinary leakage. Shame, fear of incontinence, urinary incontinence and urge sensation during intercourse in women with overactive bladder syndrome have been reported to be the main factors causing female sexual dysfunction (13, 14) . Orgasm is one of the main objectives of sexual intercourse. Female orgasm rates are low (26%) in healthy women, this rate is even lower in patients with overactive bladder. In their study investigating the prevalence of sexual dysfunctions in 227 women with urinary incontinence and/or LUTS, Salonia and colleagues have found that 46% of subjects complaining of orgasmic phase difficulties also reported urge incontinence resulting in termination of sexual activity without orgasm. Additionally, the rate of female sexual dysfunction was observed to be higher in women with urinary incontinence and LUTS compared to that in the general population (15) . In a study from Denmark including 7741subjects, Hansen and colleagues investigated the relationship between LUTS and female sexual dysfunction. They have concluded that LUTS were an independent risk factor for sexual dysfunction in both men and women aged 40-65 years (16) . In another study, it has been shown that, 3.7 times more women with urge incontinence had no sexual relationship compared to those without LUTS. Sexual function is affected in women with overactive bladder, however, no relationship could be found between sexual activity and the occurrence of LUTS (17) . Some studies have shown that Tolterodine was effective in the treatment of overactive bladder and female sexual dysfunction. Anticholinergic therapy has been reported to be successful in 60% of women with urinary incontinence during sexual intercourse (18, 19) .
In their study including 245 women, Oh et al. (14) investigated the effects of stress urinary incontinence and overactive bladder on female sexual dysfunction. Similar to the results of other studies, they have reported that the rate of female sexual dysfunction in women with overactive bladder was higher than in those with stress urinary incontinence. Incontinence is more frequent in patients with urge incontinence than in patients with stress urinary incontinence and those patients cannot easily adapt to this situation. Feeling more pain and urine leakage during sexual intercourse have been reported to be more common in women with stress urinary incontinence than in those with overactive bladder. In a study of the effects of overactive bladder and stress urinary incontinence on quality of life, sexual activity and marital relationship, the authors divided the subject into two groups following urodynamic tests: normal and stress urinary incontinence or overactive bladder and compared the groups using the Derogatis Sexual Functioning Inventory for sexual relationship and Dyadic Adjustment Scale for marital relationship and King's Health Questionnaire, for quality of life. They have reported that incontinence during sexual intercourse was more frequent in women younger than 60 years of age. In addition, women with overactive bladder and stress incontinence were reported to have poorer quality of life and marital relationship and less sexual satisfaction compared to normal group. The greatest decrease in sexual function scores were observed in patients with mixed incontinence (20) .
In a population-based, cross-sectional telephone survey including 458 individuals, Yoo et al. (10) reported that the overall prevalence of overactive bladder was 22.9% (male: 19%, female: 26.8%). While 19.9% of patients with overactive bladder described severe impact on sexual life, this rate was 3.5% in those without overactive bladder. It was observed that in addition to sexual dysfunction, patients with overactive bladder syndrome had decreased quality of life and high rates of depression.
Overactive bladder syndrome significantly affects sexual health in women. Especially sexual desire, arousal, orgasm, sexual pleasure, self-esteem and marital relationships are negatively affected. The other issues associated with overactive bladder syndrome include female sexual dysfunction, decreased quality of life, deteriorated social relations and increased rates of depression. The common result of the reported studies is that menopausal and partner status is the most important factor in terms of female sexual dysfunction. Although the association between overactive bladder syndrome and female sexual dysfunction has not been proven, overactive bladder syndrome has been demonstrated to be an independent risk factor for female sexual dysfunction. Sexual activity may trigger the symptoms of overactive bladder, thus, urge incontinence and pain may arise in women. Overactive bladder syndrome causes more severe female sexual dysfunction compared to stress urinary incontinence. Pathophysiological relationship between the two disorders has not been elucidated and further clinical and experimental studies are needed in this regard. Since only one in five women receives treatment for sexual dysfunction due to overactive bladder syndrome, urologists and primary care physicians should pay attention on patients with a history of overactive bladder.
